Une traduction en français de ce résumé figure à la fin de l'article. Al final del artículo se facilita una traducción al español. ‫اﻟﺘﺮﺟﻤﺔ‬ ‫اﻟﻌﺮﺑﻴﺔ‬ ‫ﻟەذە‬ ‫اﻟﺨﻼﺻﺔ‬ ‫ﻓﻲ‬ ‫ﻧەاﻳﺔ‬ ‫اﻟﻨﺺ‬ ‫اﻟﻜﺎﻣﻞ‬ ‫ﻟەذە‬ ‫.اﻟﻤﻘﺎﻟﺔ‬ Objective To examine the effects of a community-based mutual health organization (MHO) on utilization of priority health services, financial protection of its members and inclusion of the poor and other target groups.
Introduction
In most African countries, including the low-income, landlocked Sahelian nation of Mali, poor and rural populations have low utilization and coverage rates for key preventive and primary curative interventions. Because of their poverty, these populations tend to suffer more health problems; because of their health problems, they tend to be poorer. 1 There are many reasons for low utilization of priority health services in Africa, including poor physical and financial access to care, socioeconomic factors, cultural factors and perceptions about the quality of care. [2] [3] [4] [5] [6] [7] [8] [9] In western Africa, mutual health organizations (MHO) have sprung up with amazing speed. 10, 11 MHOs are voluntary organizations that provide health insurance services to their members and they are usually owned, designed and managed by the communities they serve. Member households pay an enrolment fee and then regular premiums to cover a membership-defined benefits package. After a waiting period, the MHOs reimburse providers of care for the services used by beneficiaries in the member households, with users making a small co-payment. MHOs are not for profit and are based on ethical principles of mutual aid and social solidarity. 10 The rise in popularity of MHOs reflects a need in communities to address the difficulty of paying for health care when care is required. The government of Mali recognized the potential of MHOs in its 1997 ten-year health and social sector development plan.
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Promoted as a solution to many health system problems, MHOs can provide additional avenues of resource mobilization and financial protection against devastating health-care expenditures, increase financial access to care, promote equity through risk-pooling as well as strengthen community solidarity and demand for quality care. [13] [14] [15] At a minimum, MHOs should contribute to increased use of effective and needed health services 16 and serve as a proxy for improved health.
Although there is enthusiasm and consensus on the worthiness of the principles and concepts behind the MHO movement, 17 concerns exist about their ability to meet all expectations. There is still little robust evidence of MHO costeffectiveness, of their ability to cover significant portions of the population, or of the sustainability or effectiveness in increasing access to care and financial protection.
Recent broad reviews of the MHO literature 16, 18 found few studies that measure the effects of MHOs on health care utilization and even fewer that used econometric regression analysis. 18 What is known from the few studies that have rigorously investigated the effects of MHOs is that: (i) there is an ever-growing demand for such financial protection mechanisms; (ii) MHOs seem able to enrol individuals from a variety of socioeconomic strata, although perhaps not the very poor; [19] [20] [21] (iii) members tend to have lower out-of-pocket expenditures than do non-members; 19, 20, 22 and (iv) members tend to use health services more when needed than do people not enrolled in MHOs. 19, 23, 24 The literature also highlights that MHOs require technical support to attain functionality, that they still tend to be small, and that they will be only one of many mechanisms for financing the health sector. 13,16,17, In this paper we examine the effects of a community-based MHO intervention on the use of curative, maternal and child health inventions; inclusiveness of MHO membership, and MHOs' ability to provide financial protection in a rural and urban setting in Mali. 26, 27 In Bla district, roads are few and there is no ambulance service. Household data were weighted by the inverse of the probability of selection at the household level, and weights were incorporated into all subsequent analyses. Non-MHO households were weighted based on the probability of the enumeration section being selected and of a household being selected in that enumeration area. The base sampling weight for MHO households was 1.0 but was adjusted for non-response, and in Wayerma it was also adjusted for sampling.
Methods

Setting
MHO intervention and study design
Multivariate statistical analysis used STATA's survey logit regression function to ascertain whether being an MHO beneficiary was a predictor of higher rates of health service utilization using the following formula:
The formula for establishing MHO household and individual enrolment determinants was:
Model: ln[Prob(being enrolled) / Prob(not being enrolled)] = α1 + βX if living where there was an MHO.
We used a multivariate linear regression to examine whether MHO membership translated into lower out-of-pocket payments for health services, both at the household and the individual level, using the formula Results Table 1 shows MHO packages from the four study sites with a comparison of fees, benefits, membership and coverage. Table 2 presents sample sizes for all groups and for priority-health-service target populations and Table 3 summarizes the characteristics of the households surveyed in the sample. The regressions control for individual, household and community characteristics.
Utilization of priority health services
Results (significant at the P < 0.10 or better) indicate that, compared with nonmembers and lapsed members, up-to-date MHO members were 1.7 times more likely to seek treatment for fever in a modern facility; three times more likely to seek modern and/or oral rehydration therapy for diarrhoea in their children under 5 years;
and twice as likely to make at least four prenatal visits during pregnancy.
Among control variables, distance to the health facility was a significant negative predictor for health-care seeking: those living more than 2 km away were half as likely to seek fever treatment and two-thirds to four-fifths less likely to deliver in a modern facility than were people who lived within 2 km of a health facility; those living 6-10 km from a health facility were two-thirds less likely to complete at least four prenatal visits. The diarrhoea treatment variable includes home treatment with oral rehydration therapy, which may explain why distance here was not a significant predictor. Household wealth quintiles did not show any consistent pattern of influence on use of services. vaccinations or vitamin A supplementation, it was a significant predictor of treatedmosquito-net use in both children and women during pregnancy. Having access to an MHO was a significant predictor for treated-mosquito-net use in pregnant women, but not in children. Again, household wealth quintiles showed no consistent association with the use of insecticide-treated mosquito nets. categories was distance to a health facility, except for children under 5 years.
Inclusion of the poor and key target populations
Household size had a significantly positive association with enrolment across all categories, as did education levels of the household head and female/caretaker.
Households headed by a female were five times more likely to be enrolled in an MHO; four times more likely to enrol women of reproductive age; and eight times as likely to enrol children.
Ethnicity was also associated with enrolment: the majority ethnic group (Bambara) was significantly less likely to enrol across all categories. Finally, some adverse selection appears to be present: households with a household head who reported being in less than excellent health and households with chronically ill and/or handicapped individuals were more likely to enrol. However, distance to health facilities remains a significant negative predictor of utilization of treatment for fever, prenatal services and assisted-delivery care, indicating that even 2 km can represent a geographic barrier to the seeking of health In developing countries where health insurance coverage is generally limited to formal sector employees in urban areas, MHOs are a promising mechanism for reaching households in the rural and informal sector. This study has provided evidence of MHOs' positive effects on the utilization of many priority health services, on reaching many poor people, and on providing some income protection, even though MHOs may not achieve complete coverage of the poorest of all. Our results also demonstrate the need to address not only financial but also geographical barriers to care. Since the proportion of those eligible who joined MHOs in the study areas was well below 100%, efforts are needed both to expand coverage with MHOs and find alternative methods to improve financial access to health care.
MHOs, financial protection and affordability
Further research may be needed to validate our findings in other settings and to evaluate strategies to increase access for the poorest. In particular, results related to equity in MHO membership and the specific effects on service use should be confirmed in other settings. MHOs remain one viable mechanism, among others, to increase financial access to -and equity in-the utilization of essential health services.
However, a more concerted effort from governments is needed to develop coherent strategies for MHO development, to develop and sustain MHO support capacities through effective partnerships, and to continuously learn from the experiences of other MHOs with respect to strengthening these organizations and their ability to reach the key target populations of women, children and the poor.
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